Tools have been developed to facilitate communication and support information exchange between people diagnosed with cancer and their physicians. Patient-reported outcome measures, question prompt lists, patient-held records, tape recordings of consultations, decision aids, and survivorship care plans have all been promoted as potential tools, and there is extensive literature exploring their impact on patient outcomes. Eleven systematic reviews of studies evaluating tools to facilitate patient-physician communication were reviewed and summarized in this overview of systematic reviews. Across the systematic reviews, 87 publications reported on 84 primary studies involving 15,381 participants. Routine use of patient-reported outcome measures and feedback of results to clinicians can improve pain management, physician-patient communication, and symptom detection and control; increase utilization of supportive care; and increase patient involvement in care. Question prompt lists can increase the number of questions asked by patients without increasing consultation length and may encourage them to reflect and plan questions before the consultation. There is limited benefit in audio recording consultations or using patient-held records during consultations. Physicians should be supported by adequately resourced health services to respond effectively to the range of clinical and broader patient needs identified through the routine use of tools to facilitate communication.
Introduction
People living with cancer and undergoing treatment for cancer face complex decisions about treatment and symptom management in distressing circumstances. Decision making, psychosocial adjustment, adherence to treatment, and satisfaction with care are all influenced by relationships and communication with health care providers. 1 Effective communication increases people's satisfaction, reduces distress, promotes faster recovery, and improves pain control, adherence to treatment, and quality of life. [1] [2] [3] Physicians also benefit from positive communication, as breakdowns in communication increase stress, decrease job satisfaction, and contribute to burnout. 3 Unfortunately, from 30% to 50% of people living with cancer in the United States report less than satisfactory communication with their care providers, 1 and a recent report by the National Institute of Medicine described cancer care as a "system in crisis," 2 citing communication issues as barriers to quality care. 2 Sensitive, timely, and effective communication is therefore necessary to assist people living with cancer to understand their diagnosis, prognosis, and treatment options; help them navigate health care systems; aid in decision making;
Materials and Methods

Protocol and Registration
The search strategy and study selection methods were conducted according to the Preferred Reporting Items for Systematic Reviews and Meta-analyses (PRISMA) 9 statement and Cochrane guidelines. [10] [11] [12] The study protocol was registered on the PROSPERO database (CRD42015029188 and CRD42018112057) before study commencement. 13, 14 There were no deviations from the agreed protocol.
Eligibility Criteria
Inclusion criteria
The inclusion criteria were systematic reviews of primary intervention studies of tools used during consultations that aimed to facilitate communication between physicians and people diagnosed with cancer who were aged 18 years or older, with an established cancer diagnosis, at any stage in their disease trajectory. Because of the breadth of the topic and the large volume of published literature, we included only publications in English between the years 2005 and 2018. These dates were chosen because we commenced the review in 2015 and backdated 10 years to ensure currency and reduce chances of duplication of primary studies in the included reviews.
A broad definition of tools was applied, namely, any tool used to facilitate physician-patient communication during consultations. If the tool was completed by the patient before the consultation, it had to have been discussed and/or endorsed by the physician during the consultation to be considered for inclusion. We included articles reporting evidence for tools in any format (ie, booklet, audiotape, online, computer) that physicians or patients can use to facilitate communication during consultations, such as decision aids, care plans, question prompt lists, distress thermometers, and patient-reported outcome (PRO) measures. Many studies use PRO tools to measure outcomes in clinical trials or to evaluate clinical service delivery. However, this review was concerned with studies that use PRO measures to identify the current concerns of the patient. The individual patient concerns are then reported to the physician by way of a printed or electronic summary and are used to direct clinical care and monitor quality of care. 15 "Physicians" were defined as medical professionals directly involved in the management or care of persons with a cancer diagnosis, including oncologists and primary care physicians. This report presents evidence from one section of a broader overview of communication in cancer care, which also included nursing interventions, educational educations, communication skills training, and electronic communication methods to improve communication in cancer care. Given the extent of the subject and the large number of published systematic reviews, this overview focused on tools used by physicians to promote communication and interaction during consultations.
Exclusion criteria
We excluded systematic reviews if physicians were involved in less than 25% of the studies reported. We also excluded systematic reviews reporting studies of tools used before diagnosis, such as genomic analysis and genetic testing, cancer screening, and risk. We also excluded reviews reporting levels of unmet needs and prevalence studies of health outcomes because they were not tools used by physicians. Similarly, we excluded exploratory studies about communication needs, educational sessions not delivered by a physician, web-based education and support, and nursing and/or allied health-delivered interventions. We also excluded systematic reviews of decision aids designed for use outside of the physician-patient consultation that were not then discussed or endorsed during the physician-patient consultation (for a list of the excluded studies, see Supporting Table 1 ).
Information Sources and Searches
The search strategy was created with input from the authors and a medical librarian. Table 1 presents the search VOLUME 69 | NUMBER 6 | NOVEMBER/DECEMBER 2019 terms using the Participants, Intervention, Comparison, Outcome (PICO) question format. The PICO question informed the development of the search strategy, which comprised a combination of subject headings (eg, Medical Subject Headings) and synonyms relevant to the topic. Search terms were combined with Boolean operators "OR" and "AND," and wildcards and truncations were used to maximize the search results. The searches were limited to peer-reviewed systematic reviews. MEDLINE (Medical Literature Analysis and Retrieval System Online), EMBASE (Excerpta Medica Database) via Ovid, PsycINFO, the Cochrane Library, and the Cumulative Index to Nursing and Allied Health Literature Plus (CINAHL) were searched initially on November 17, 2015. Systematic reviews were sought that were published between January 1, 2005 and November 17, 2015. Subsequent searches were conducted on August 18 and 30, 2018, and October 17, 2018 , to update the original review. On November 2, 2018, we searched the Cochrane library, DARE (Database of Abstracts of Reviews of Effects), and the PROSPERO database for review protocols.
First authors of included systematic reviews and content area experts were emailed to ask whether they could identify additional studies. Reference lists of included systematic reviews were hand searched to identify additional systematic reviews.
Study Selection
Results of the searches were downloaded into Covidence 16 software to facilitate de-duplication and screening. Three reviewers (S.L., L.P., and O.C.) applied the agreed selection criteria to screen titles and abstracts independently, in duplicate. A fourth reviewer (C.J.) resolved conflicts, and consensus agreement was sought from all authors for the final included studies.
Data collection process and data items
A data extraction template was created to extract data on the aims of the systematic review, participants, interventions and comparators, included study designs, exclusion criteria, quality assessment, method(s) of synthesis, number of included studies, summary of results and conclusions, and outcomes. These data were extracted independently by 3 reviewers (S.L., O.C., and L.P.), and there were no conflicts.
Synthesis of results
Meta-analysis was not possible because of heterogeneity within and between the included reviews. Data were extracted into summary tables to assist with analysis under the following categories: review details; review objectives; inclusion criteria, including participants, interventions, comparison, outcomes, and study designs; exclusion criteria; quality appraisal; included study types and numbers; method of synthesis; outcomes; and conclusions. Summaries of results were grouped according to the types of tools and in a narrative synthesis.
Quality of evidence
The methodological quality of the included reviews was independently assessed by 2 authors (S.L. and O.C.) using the AMSTAR (A MeaSurement Tool to Assess systematic Reviews) 2 criteria. 11,12 AMSTAR 2 criteria comprise 16 items to specifically assess the methodological quality of systematic reviews relating to review design, study selection and data extraction, literature searches, status of publication, inclusion and exclusion criteria, characteristics of studies, quality assessment processes, quality of included studies, conclusions, appropriateness of synthesis methods, assessment of publication bias, and conflict-of-interest statements. 12 We calculated an overall confidence score according to AMSTAR 2 12 critical domains. All but one of the included systematic reviews were conducted before the publication of AMSTAR 2 12 standards in 2017 and would therefore not necessarily have reported information required to assess all the critical domains (Table 2) . 11, [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] It is acknowledged that missing information may have impacted the overall confidence scores rather than poor-quality systematic review methods. We therefore contacted first authors of all included systematic reviews to clarify missing information before calculating the overall rating. Two authors 20, 22 responded; however, their responses did not affect the overall quality assessment of the reviews. We were unable to apply the Cochrane Grading of Recommendations Assessment, Development and Evaluation (GRADE) criteria 28 because of the clinical and methodological heterogeneity within and between the included systematic reviews, which precluded a meta-analysis of results of the included systematic reviews.
Results
Study Selection
We identified 6995 records from 6 databases. Sixteen additional studies were identified from hand searching reference lists and experts ( Fig. 1 ). Eleven systematic reviews met the inclusion criteria and thus were selected for inclusion in this overview.
Characteristics of Reviews
The 11 included systematic reviews reported a synthesis of primary studies of PRO measures, question prompt lists, audio recordings of consultations, and patient-held records. Seven systematic reviews exclusively reported PRO measures, 17, 18, 20, 21, 24, 25, 27 one focused on patientheld records, 23 one reviewed question prompt lists, 22 and 2 reviews reported question prompt lists and audio recordings. 22, 26 Detailed characteristics and results of the 11 included systematic reviews are provided in Table 3 . [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] A list of primary studies included within the systematic reviews is provided (see Supporting Table 2 ). Duplication of reporting, where more than one included systematic review reported on the same primary study, is presented in Supporting Table 2 . We adjusted for duplication of primary studies when calculating total participant numbers reported in this overview.
The primary studies included in the systematic reviews were conducted in the United States (n = 30), the United Kingdom (n = 26), Australia (n = 17), Canada (n = 14), the Netherlands (n = 11), Germany (n = 3), Sweden (n = 2), Norway (n = 2), Austria (n = 1), New Zealand (n = 1), Japan (n = 1), South Korea (n = 1), and Singapore (n = 1), and a final study was conducted in multiple European countries. Seven were published within the last 5 years. [17] [18] [19] 21, 24, 25, 27 Trial participants were recruited from multiple settings: outpatient oncology clinics (n = 56 studies); hospitals in which the specific unit was not specified (n = 30 studies); the community, home, or primary care setting (n = 10 studies); radiotherapy units (n = 7 studies); chemotherapy units (n = 6 studies); and palliative care units (n = 1 study). Two systematic reviews did not report on recruitment settings. 18, 24 One review reported on the sex of study participants. 26 Across the 11 systematic reviews, 87 publications reported on 84 unique primary studies involving a total of 15,381 participants. Across the 11 systematic reviews, 39 primary studies examined the use of PRO measures, 13 examined the use of question prompt lists, and 12 examined the use of patient-held records (see Supporting Table 2 ). Therefore, 13 primary studies included in the systematic reviews that did not involve physicians (n = 9), were not an adult population (n = 1), and were not testing a tool (n = 4) were not included in these numbers. 
Quality of Evidence Assessment and Risk of Bias
Among the 11 included systematic reviews, 9 were assessed as critically low confidence in the quality of evidence, and 2 were assessed as low quality rated against AMSTAR 2 criteria ( Table 2) .
Patient-reported outcome measures
PRO measures are structured questionnaires delivered either on paper or electronically by patients. They measure broad health and psychological and social issues, such as healthrelated quality of life, functional status, symptoms, overall well-being, satisfaction with care, and treatment adherence. PROs were originally used to measure outcomes in clinical trials or to evaluate clinical service delivery. Increasingly, they are being used in the clinical setting, where individual patient responses are reported to health professionals to direct clinical care and monitor quality of care. 15 Seven systematic reviews reporting the routine collection of PROs met the inclusion criteria for this overview. 17, 18, 20, 21, 24, 25, 27 The mean number of studies included in the systematic reviews was 23 (range, 6-34 studies), and there was a mix of randomized and nonrandomized trial designs, surveys, and mixed-methods studies. The included systematic reviews reporting results from 66 unique studies, which collected data using 82 different PRO measures ( Table 4 ). [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] The most frequently reported measure was the European Organization for Research and Treatment of Cancer (EORTC) Core Quality of Life Questionnaire (QLQ-C30), 20, 21, 25, 27 which was used in 15 individual studies across 4 reviews. The EORTC QLQ-C30 is a general cancer measure containing 30 questions asking patients to rate activities of daily living, physical symptoms, financial issues, and psychological issues on a scale from 1 (not a concern at all) to 4 (very much a concern). There is also an has produced equivocal findings on 3 levels: 1) the recurring null results for most of the outcomes measured in the RCTs that do not confirm the positive results in pilot studies or studies with a qualitative design; 2) the perceived usefulness of the PHR by HPs but their lack of interest in the actual use of the record; and 3) the diverse attitudes of patients in the acceptance and use of the PHR: some reject it while others become enthusiastic when they use it Five of 7 studies that examined the effect of audiotape on recall found a positive effect There is evidence that audiotapes of the consultation, complementary to oral information, improve recall of information. Providing patients with an audiotape of information has no added value compared with a standard consultation only, and there is even limited evidence that this might inhibit patients' recall of information. Furthermore, there is limited evidence that the use of a QPS has a positive effect on recall of information, provided that the physician actively endorses this sheet. There is no evidence that providing patients with a summary letter improves recall 17 Alsaleh 2013, 18 Chen 2013, 20 Kotronoulas 2014 25 1 Telephone-Linked Care (TLC)-Chemo Alert Adam 2016, 17 Chen 2013, 20 Yang 2018 27 1 Symptom Track and Reporting (STAR) Chen 2013, 20 Howell 2015, 25 Yang 2018 27 1 Supportive Care Needs Survey (SCNS) Chen 2013, 20 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 2 Supportive Care Needs Survey (SCNS)-short Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 1 Symptom Monitor Extensive Questionnaire Adam 2016, 17 Chen 2013, 20 Kotronoulas 2014, 25 Yang 2018 27 1 Functional Assessment of Cancer Therapy (FACT-G) Chen 2013, 20 Etkind 2015, 21 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 Advanced Symptom Management Systems (ASyMS) Chen 2013, 20 Kotronoulas 2014, 25 Yang 2018 27 2 Stress Index Radio Oncology (SIRO) Chen 2013, 20 Yang 2018 27 2 Distress Thermometer (DT) Chen 2013, 20 Kotronoulas, 2014 25 Yang 2018 27 4 Interactive tailored assessment (ITPA) Adam 2016, 17 Chen 2013, 20 Kotronoulas 2014 25 1 Edmonton Symptom Assessment System (ESAS) Chen 2013, 20 Etkind 2015, 21 Howell 2015, 24 Yang 2018 27 4 Symptoms and Quality of Life (SQLI) Chen 2013 20 1
Electronic Self-Report Assessment-Cancer (ESRA-C) Adam 2016, 17 Chen 2013, 20 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 2 MD Anderson Symptom Inventory (MDASI) Adam 2016, 17 Chen 2013, 20 Howell 2015 24 4 Patient Care Monitor Howell 2015 24 1
Patient-Reported Outcomes-Common Terminology Criteria for Adverse Events (PRO-CTCAE)
Chen 2013, 20 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 2 EuroQoL Group 5-dimension quality-of-life instrument (EQ-5D) Chen 2013, 20 Howell 2015, 24 Functional Living Index-Cancer (FLIC) Etkind 2015, 21 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 1 Brief Profile of Mood States (Brief POMS) Etkind 2015, 21 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 1 Patient Satisfaction Questionnaire (PSQ) Etkind 2015, 21 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 1 Patient-Reported Outcome Management Information System (PROMIS) Howell 2015, 24 17 Chen 2013, 20 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 2 Pain scale/diary Adam 2016, 17 Chen 2013, 20 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 3
Patient Health Questionnaire (PHQ-9) Adam 2016, 17 Chen 2013, 20 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 1 Service Satisfaction Scale (SSS) Adam 2016, 17 Chen 2013, 20 Etkind 2015, 21 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 Physical symptom scales Chen 2013, 20 Howell 2015, 24 Kotronoulas 2014, 25 Yang 2018 27 1 Screening Inventory of Psychosocial Problems (SIPP) Kotronoulas 2014, 25 Yang 2018 overall health and quality-of-life rating from 1 (very poor) to 7 (excellent). 1 The EORTC has numerous tumor, population, and clinical setting-specific questionnaires available on the EORTC website (eortc.org). The most commonly reported PRO measure specific to depression and anxiety was the Hospital Anxiety and Depression Scale (HADS), which was used in 7 of the individual studies. Adam et al 17 conducted a meta-analysis of pain PROs and found that PRO feedback to physicians effected a statistically significant reduction in average overall pain intensity (mean difference, −0.59; 95% CI, −0.87 to −0.30 [P < .0001]) and nonsignificant difference in present pain intensity (mean difference, −0.20; 95% CI, −0.89 to 0.49 [P < .57]). 17 The effect was attributed to an increase in symptom discussions, a reduction in the number of pain threshold events (compared with controls), improved guideline adherence, and clinical reinforcement of the existing pain-management plan. 17 Five of the 7 included systematic reviews of PRO use investigated the impact of routine collection of PROs before clinical consultations on patient satisfaction. Of these, 2 systematic reviews found that collection and use of PROs in consultations significantly improved patient satisfaction. 20, 25 However, the remaining 3 reviews found no difference. 18, 25, 27 Discussion of PROs during consultations improved physician-patient communication, 18, 19, [22] [23] [24] symptom detection, 21, 24, 27 and symptom control 17, 25 ; increased utilization of supportive care 19, 24 ; and increased patient involvement in care. 25 Patients and physicians were willing to engage in the use of PRO measures, and the benefits were greater when outcomes were discussed during consultations rather than being put into the patient's medical record and/or not discussed during the physician-patient interaction. 25 Despite the positive improvements in certain aspects of communication and patient assessment, there were mixed results regarding changes to patient management or referral 20, 21, 25 and little evidence of a positive benefit in regard to depression, anxiety, or quality of life. 18, 21, 25, 27 Some studies included in the systematic reviews found a decrease in the intensity of symptoms from physician discussion of PROs. 17, 27 The one included systematic review that focused on people receiving palliative care, (ie, patients with advanced disease receiving noncurative, specialist palliative care in oncology units, hospices, hospitals, or the community) found that PRO feedback to physicians facilitated symptom detection, increased discussions of health-related quality of life, improved clinician action on identified needs, and reduced caregiver and patient distress. However, there was no improvement in health-related quality of life or symptom burden. 21 Feedback to physicians of the results of patient completion of the EORTC QLQ-C30 measure, which was most frequently trialed, demonstrated equivocal to no difference in terms of patient satisfaction, consultation time, or patient management compared with no discussion of PROs or using the HADS. 18 GRADE assessment demonstrated low confidence in the evidence for or against the routine use of quality-of-life measures. 18 Clinician attitudes toward PROs seemed to influence the effectiveness; for example, when clinicians did not see the value or the validity of PROs and preferred to rely on results from their own consultation, they did little to objectively improve communication. 27 Furthermore, if there was a relatively high degree of patient satisfaction with communication to begin with, it was difficult to detect a significant improvement from PROs. 27 Question prompt lists Question prompt lists are a structured list of questions provided to patients, who are then encouraged to choose relevant questions to ask during consultations with physicians. They aim to increase patient participation in consultations, improve patient knowledge, and promote information exchange. 29 Three systematic reviews reporting results of primary studies evaluating the use of question prompt lists met the inclusion criteria for this overview. 19, 22, 26 One was a review focused entirely on question prompt lists, 19 and 2 reviewed question prompt lists with other communication interventions. 22, 26 There was duplication of studies reported in these reviews: Brandes et al 19 included all of the studies of question prompt lists reported in the systematic reviews by both van den Meulen et al 26 and Gaston and Mitchell 22 plus 7 additional studies (see Supporting Table 2 ).
Fifteen randomized controlled trials (RCTs) and one controlled clinical trial were reported by Brandes et al. 19 Eleven of the 16 studies were rated high quality using Cochrane risk-of-bias criteria. 19, 30 Four of the 11 highquality studies reported on the number of questions asked during consultations as an outcome measure. All found that patients in the question prompt list group asked more questions during consultations. Of 4 high-quality studies that reported on the impact on consultation time as an outcome, 3 found no difference between groups, and one study of a question prompt list with 112 questions found an increase in consultation time. 19 The included systematic reviews found no difference in terms of patient satisfaction with the consultation, and there were mixed to equivocal results in terms of patient anxiety when a question prompt list was reviewed by the physician 22, 26, 31 Giving patients a question prompt list without physician review and endorsement was more likely to cause anxiety compared with usual care or physician discussion of the question prompt list. 19, 22, 26 Overall, there was no effect of question prompt list use on depression, psychological adjustment, or distress. 19 However, there was a positive effect on recall of information and the number of questions asked, with no significant increase in consultation time. 19 Audio recording of consultations Two systematic reviews reporting studies of audio-recording of consultations and providing a copy to the patient met the inclusion criteria for this overview. 22, 26 One high-quality and 3 low-quality primary studies found a positive effect of audio recordings on patients' recall of information compared with standard care or a letter. 26 Some studies within the reviews compared audio recordings of the consultation with audiotapes of general information about the patient's cancer. People were more satisfied and had an increased perception of being informed when they received an audiotape of their consultation, 22 whereas a tape recording of general information that did not contain the discussions with the physician had a negative effect on patient recall 26 and was confusing. 22 Variations in the time between the consultation and follow-up in the primary studies, which ranged from immediately after the consultation to 6 months after the intervention, limited meaningful comparisons of study outcomes. 26
Patient-held records
We found one systematic review reporting 7 primary RCTs of patient-held records in cancer care. 23 The systematic review authors reported major limitations to the conduct of the primary trials, including recruitment and attrition, underpowered sample sizes, and a high level of satisfaction with communication at baseline. 23 The systematic review and evidence synthesis found no effect of patient-held records on patient satisfaction with communication, participation in care, or quality of life. 23 There was also no effect on information seeking, information retention, or understanding. Only one of the primary trials reported in the systematic review found that patients with head and neck cancer perceived more support and reported fewer psychological problems and that health care providers felt better informed about other health care provider activities when a "logbook" was used in consultations compared with standard care. 23 Overall, there was a low level of physician engagement in the studies of patient-held records, and this affected patient use and acceptability of the tools. 23 
Patient information as tools to enhance physician-patient communication
As listed in Supporting Table 2 , studies testing computer programs, written information and letters, and videos as tools to facilitate physician-patient communication in cancer were systematically reviewed. 19, 22, 26 It was found that individual summary letters were effective but increased physicians' workload and that written information had to be produced at a reading level suitable for the general population to be effective. 22 Take-home written and video information also allowed for information sharing with family and friends. 22 
Discussion
We identified, reviewed, and synthesized evidence for 4 types of tools to facilitate communication during physicianpatient consultations: PRO measures, question prompt lists, patient-held records, and tape recordings of consultations and patient information.
Patient-Reported Outcome Measures
We only included systematic reviews of studies that used PRO measures before or within consultations and were discussed during consultations. We found that discussions of PROs during consultations facilitated patient-physician communication 20, 21, 24, 27 and improved the detection of symptoms. 20, 21, 24, 27 There was good-quality evidence that discussing pain-related outcomes during consultations can reduce overall pain intensity because they facilitated discussions about pain symptoms and pain management strategies. 17 There is an extensive array of PRO measures that can be used and feedback provided during physician-patient consultations; however, we have not sufficiently established their efficacy to improve psychological outcomes for patients such as depression or anxiety. 18, 20, 21, 24, 25 This may be because the PROs identify a broader range of needs, which may not be seen as the core work of a cancer physician, and the management of some issues may require referral to an allied health professional. For example, the EORTC-QLQ30, which was one of the most commonly tested measures, contains items about financial difficulties that may require social work intervention.
PRO measures vary in terms of data they collect and the reporting of data, as in who receives them and when. Electronic screening systems that can collect PRO measures and provide immediate feedback to physicians about their patients' health have been established. 21, 32 The US National Institutes of Health has developed the Patient-Reported Outcomes Measurement Information System (PROMIS) as a centralized electronic repository and data collection facility to support the collection of PROs. PROMIS is a cooperative group of research sites that has applied mixed-methods research methodology to develop domain-specific measures of physical, mental, and social health across diseases. 32, 33 PROMIS reference values by age and stage at diagnosis within each cancer type have been developed with the aim of assisting clinicians to interpret patient-reported symptoms and health status. 32 In a nonblinded RCT, a patient-reported, online symptom-monitoring system (STAR) was compared with VOLUME 69 | NUMBER 6 | NOVEMBER/DECEMBER 2019 usual care. STAR was to be completed weekly at home, and email alerts were sent to nurses when symptoms were worsening. Patients were encouraged to provide a STAR report to nurses and physicians during consultations. Quality of life measured at 6 months using the EuroQoL Group 5-dimension quality-of-life instrument (EQ-5D) was rated higher in the intervention group than usual care (34% vs 18%), and there was a reduction in emergency room admissions (34% vs 41%). More participants in the STAR group were alive at 1 year. Almost two-thirds (63%) of STAR participants reported severe symptoms via email to nurses during the study. Nursing interventions in response to these emails included telephone counseling (77%), medication initiation or change, referral to hospital, chemotherapy dose modification, and ordering tests. As nursing interventions were used to manage severe symptoms, we cannot confidently say that these effects can be attributed entirely to the provision of the report to physicians during routine consultations. 34 However, this demonstrates the effectiveness of using routine collection and feedback of PROs to improve patient outcomes. Work currently underway internationally by 2 of the authors (C.S. and C.J.) to implement the International Consortium of Health Care Outcomes Measurement (ICHOM) (ichom.org) data sets for 4 common cancers in public and private settings (cicca ncer.com) will include evaluation of electronic collection of PROs and feedback to consulting clinicians.
Question Prompt Lists
The included systematic reviews reported 11 quality primary studies demonstrating positive effects of question prompt lists to facilitate discussions between physicians and patients during consultations, with no negative issues reported. 19 None of the studies measured unmet needs as an outcome. We acknowledge this as an important gap in the evidence, as it would be useful to know the effectiveness of the question prompt list in identifying unmet needs.
When discussed and endorsed by physicians, question prompt lists have the potential to improve information exchange and recall, and perhaps reduce patient anxiety. 19, 22, 26 Question prompt lists therefore may be a useful tool to encourage patients to reflect and plan their questions before the consultation and, if endorsed by the physician, empower patients to initiate conversations that assist them with issues that are important to them.
Audio recording of consultations
There is mixed-quality evidence that audio recordings improve patient recall of information and thus limited evidence to support their routine adoption by physicians as a tool to facilitate communication during consultations 22, 26 and physician-patient interactions or to improve health outcomes. 23 Only one high-quality systematic review found an improvement in recall.
One would assume that the effectiveness of audio recordings on patient recall of information would relate to the number of times patients listened to the recordings. Recall of information relies not only upon access to the information but also upon interpretation and understanding of the information provided to the patient. Age, level of education, health literacy, anxiety, and treatment side effects such as memory loss and confusion may be factors affecting the results of these studies and need to be taken into account when asking patients to recall information. None of the studies included in the systematic reviews were able to establish an effect of the audio recording of consultations on psychological outcomes for the participants in the studies. Timing of the measurement of recall was potentially a source of error or variation in effect as it was measured at different time points in the included studies. Future research could also consider the value of audio recordings for family members and/or caregivers.
Patient-held records
Patient-held records aim to facilitate communication between clinicians, improve care planning and provision, and provide information to people living with cancer. A systematic review of qualitative studies exploring patient experiences of using patient-held records in various settings found that patients valued them as a tool to document their condition and considered them as a useful source of information and a vehicle for sharing information between health care providers. 35 Patients also reported that the patient-held record empowered them to ask questions and to be more in control. Negative aspects were that patients perceived they had greater responsibility for information sharing and that their care providers did not use the patient-held record. 35 The included systematic review failed to demonstrate a benefit of patient-held records for people living with cancer. Although health care providers see the usefulness of patient-held records, they are often unmotivated to actually engage with them and use them in practice. 23, 35 Whether patient-held records are used as intended is also an issue, as health care providers may use them as a tool to convey technical information rather than to facilitate care coordination and shared communication. Heterogeneity of format and content of the patient-held records included in the reviews makes it difficult to confidently assess whether they improve collaboration and communication between health care providers and the impact on patient health outcomes. The limited effect was also attributed to recruitment difficulties, which meant that many of the studies were underpowered, and there was a low level of engagement by health professionals with the record. 23 Other tools that could be useful for physician consultations This research was conducted by a multidisciplinary, national collaboration, including medical oncologists, a cancer surgeon, primary care physician, and oncology and palliative care nurses with extensive clinical and research expertise. We identified survivorship care plans, the distress thermometer, and decision aids as additional potential tools that could be useful to facilitate communication during physician consultations, which are also used in clinical practice. The studies of these tools did not meet the inclusion criteria for this review, either because they have not been trialed for use within the consultation or the studies have not been included in systematic reviews; however, their potential could be further explored.
Survivorship care plans, a form of patient-held record, have been suggested as a tool to facilitate communication between patients and physicians and have been evaluated in primary studies for their effect on health outcomes, satisfaction, and care coordination. Survivorship care plans are intended to provide individualized treatment summaries and ongoing care plans to improve coordination of care and communication between heath care providers for long-term cancer survivors. 36, 37 Most studies of survivorship care plans have been performed among patients with breast cancer, followed by those with pediatric and colorectal cancers. Patients report a high degree of satisfaction with survivorship care plans; however, no significant effect on survivor distress, care coordination, or health outcomes was seen. 36, 37 There was minimal involvement of physicians in the trials of survivorship care plans, which meant that we were unable to establish the evidence for using them as tools to facilitate physician-patient interactions. 36, 37 Similar to the patient-held record, the effectiveness of survivorship care plans is likely to rely upon physician engagement with the plan.
Qualitative data support the clinical value of using the distress thermometer as a short screening tool for distress, depression, and anxiety in terms of satisfaction and ease of use. 38 Although it has been found to be effective for excluding depression (negative predictive value, 93.4%), the positive predictive value for depression is weak (34.2%), 39 and the HADS has been found to be a superior measure of anxiety among patients with cancer, affective disorders, and general distress. 40 Decision aids are designed to enhance patient involvement in informed decision making by providing information, treatment options, and potential outcomes of treatment options. They are usually provided to the patient outside of the consultation and are designed to be discussed during the consultation. A study has shown that most have an educational component, such as a videotape or written information, seemingly with the vast majority using pamphlets or leaflets. 6 Systematic reviews and meta-analyses of decision aids used outside consultations have found an increase in patient knowledge and satisfaction and a decrease in decisional conflict and decisional regret. 6, [41] [42] [43] A systematic review of the use of decision aids by people facing treatment or screening decisions across a vast range of clinical conditions found that they felt more knowledgeable, better informed, and clearer about their values. 44 Decision aids assisted some people in having a more active role in decision making and more accurate risk perceptions. Whereas the 2017 systematic review by Stacey et al 44 included a small number of studies (9%) relating to decision making for cancer treatment, these were not analyzed as a data subset and thus could not be included in this overview. A separate systematic review of decision aid use by people with cancer before or during consultations with physicians thus is warranted.
Strengths and Limitations
The strengths of this overview are the comprehensive search strategy; duplicate independent screening; eligibility, risk of bias, and quality of reporting assessments and data extraction that were undertaken by a multidisciplinary team of experts. The use of Covidence 16 software supported independent screening in duplicate and an audit trail to reduce human error. We have also benefited from our searches of review protocol databases and contact with authors to engender confidence that we exhausted all available avenues to retrieve evidence for interventions that can be used to facilitate physician-patient interactions. By only including systematic reviews, however, we will have missed primary studies that have been completed and reported yet were not subject to systematic review.
Limitations of the studies reported in the included systematic reviews, and less than adequate reporting of the review processes, negatively influenced our confidence in the strength of evidence. Heterogeneity prohibited metaanalysis of the majority of primary studies in the included systematic reviews, aside from one. As this review excluded primary studies, we may not have captured all of the recent evidence for the tools and/or tools that have not been subjected to systematic review. Furthermore, although the setting and context of consultations may affect the quality of communication and interactions with physicians, these aspects were beyond the scope of the current review.
Implications
PRO measures and question prompt lists were found to be effective tools to facilitate various aspects of physicianpatient consultations. [17] [18] [19] [20] [21] [22] [24] [25] [26] [27] Routine use of PROs with feedback to physicians can improve pain management, 17 communication, 20, 21, 24, 25, 27 symptom detection, 21, 24, 27 and symptom control 17, 25 and increase utilization of supportive care 21, 25 and patient involvement in care. 25 However, it is important that health services are adequately resourced to respond to the range of clinical and broader patient needs, which can be identified through the routine use of PROs. Question prompt lists can increase the number of questions asked by patients without increasing consultation length and may encourage them to ref lect and plan questions before the consultation. There seems to be limited benefit in providing audio recordings of consultations or patient-held records. The degree to which all of these tools have a positive impact on interactions and patient outcomes seems to be directly related to the degree of physician engagement, endorsement, and use during the consultation.
Although we identified a large body of research showing that certain interventions can improve patient-physician communication, there is still a need for more well-designed RCTs of novel interventions. With the growth in electronic medical records, we need to consider how best to integrate these with routine electronic collection of PROs and question prompt lists and to promote their use within the consultation. With greater technological integration of such tools, however, we must beware their potential to negatively affect patient-physician communication. The challenge remains how best to ensure that patients' needs are identified in the context of time-constrained consultations and that health services are designed to meet these needs. Tools to improve the consultation process are one aspect of achieving this.
We recommend high-quality trials of the effectiveness of survivorship care plans, the distress thermometer, and decision aids, with physicians as participants, to determine whether these improve patient participation in consultations; promote shared decision making; and improve understanding, satisfaction, and treatment outcomes. Economic evaluation of the tools to justify investment from health services is also warranted. Implementation studies are needed to provide evidence about the reach, uptake, fidelity, and scalability 45 of the tools discussed in this overview.
Conclusions
We conducted an extensive literature search and found that, based on the available evidence, question prompt lists and PRO measures are the most effective tools to facilitate physician-patient communication and benefit people with a cancer diagnosis. PRO measures may be useful for identifying unmet needs and monitoring treatment response, but only if the information is provided to the physician during consultations. Physician engagement with these tools, therefore, is vital if they are to be effective in improving patient outcomes. Cancer services must support physicians by establishing clear referral pathways to respond to the broad range of needs identified through the routine use of the tools such as those included in this overview.
There is limited or low-quality evidence to support the use of survivorship care plans, patient-held records, and audio recordings in physician-patient consultations as a communication tool if the aim is to improve patient outcomes. Decision aids and survivorship care plans may be potentially useful; however, further evidence from high-quality clinical studies, involving physicians as participants, are required to recommend them. ■
